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Dear Editor,
We studied the article by Yeganeh Mogadam et al. (1) with great interest, “comparison of analgesic effect be-tween gabapentin and diclofenac on Post-Operative Pain in Patients Undergoing Tonsillectomy”. The authors had demonstrated that administration of preoperative ga-bapentin and diclofenac significantly reduced postop-erative pain, and the amount of opioid consumption. Although the article was of clinical relevance, we feel that there are some points to be clarified. The pain following tonsillectomy is a severe pain lasting up to 11 days post-operatively that can be due to different reasons (2). There-fore, a rational approach to treat post-tonsillectomy pain is to combine different treatment modalities, and act against different pain mechanisms in order to improve analgesia, and potentially reduce side-effects and com-plications. Therefore, a multimodal approach including preemptive diclofenac and postoperative morphine for children undergoing tonsillectomy with remifentanil-propofol anesthesia was employed in our study (3). Some studies (4, 5) reported that gabapentin effectively reduces postoperative pain, opioid consumption, and opioid-related adverse effects after surgery similar to that of Mogadam et al. (1). On the other hand, gabapentin induced more dizziness, gait disturbance and vomiting than placebo after tonsillectomy in adults who received propofol-based anesthesia. Also, it was reported that the benefits of the reduced opioid intake may be overshad-owed by the drawbacks of the side-effects of gabapentin (6). Turan et al. (7) investigated post-operative pain after a single dose of gabapentin 1200 mg in rhinoplasty or endoscopic sinus surgery, and reported diminished pain but dizziness was a significant side effect that potentially limited the use of gabapentin. In our opinion, the side effects such as vomiting or retching adversely affect the 
comfort of the patient and may provoke haemorrhage from the surgical area. Hence, it is important to choose the anesthesia methods to prevent vomiting after tonsil-lectomy because of the risk of haemorrhage (3). We used propofo-based anesthesia for children undergoing ton-sillectomy. Although morphine consumption was high in some patients, none of them experienced vomiting in the PACU in our study. This finding could have resulted from the antiemetic effect of propofol in the early postopera-tive period. In the study by Yeganeh Mogadam et al. (1) the patients received alfentanil as opioid, and anesthesia was maintained using N2O and isoflurane. The results of this study showed no significant difference between groups for vomiting which may be due to the suctioning of the patients’ stomach by a G-tube at the end of the surgery. Also, in that study the patients aged 10 to 25 years. Thus, the children and adults were mixed in the same group. In our opinion, if the study is recreated according to the age groups as children or adults, it may yield more specific results. Gabapentin may be a new class of medication which can be used in postoperative pain, but further tri-als are needed to delineate the optimal dose, timing and duration of GBP use following surgery, and the adverse effects of gabapentin such as sedation and nausea-vomit-ing; however so far the results are promising.
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